Introduction {#sec1-1}
============

The definition of psoriasis as "a common, chronic, disfiguring, inflammatory condition of the skin"\[[@ref1]\] does not significantly consider the psychological impact of the disease. And though psoriasis generally does not affect survival, it certainly has a number of major negative effects on patients, demonstrable by the significant detriment to quality of life.\[[@ref2]\] We have done a study of psoriasis patients with the objective of identifying the clinical variables adversely affecting their quality of life (QoL).

Material and Methods {#sec1-2}
====================

This study is a cluster analysis of 50 consecutive consenting patients with psoriasis, of both sexes, aged above 18 years, attending the dermatology outpatient department of a tertiary health care center. The institutional ethics committee approved the study. A detailed history with special relevance to known risk factors and physical examination was obtained in all cases. We measured the clinical severity using psoriasis area severity index (PASI). Diagnosis of psoriasis was done clinically. Any nonconsenting patient or patients with other concomitant medical or dermatological diseases was excluded from the study.

To measure the QoL, patients were instructed to complete a multidimensional quality of life assessment questionnaire comprising the psoriasis disability index\[[@ref3][@ref4]\] (PDI 1990 version). Prior permission for the use and modification of the scales was obtained for the questionnaire from the author. The original PDI is a 15-item standardized questionnaire designed to quantify the functional disability in aspects of daily activities, employment, personal relationships, leisure, and treatment effects in psoriasis patients. The scoring of each question is answered by the patients on a series of four answers; not at all (scores 0), a little (scores 1), a lot (scores 2), very much (scores 3). The resulting score ranged from 0 to 45. The higher the score, the more the quality of life is impaired. The PDI can also be expressed as a percentage of maximum possible score of 45. The question base was 4 weeks. We used a modified version of the PDI, which contained 16 questions, and thus the maximum total score adds to 48.

Statistical analysis was performed using the software "Statistica" on variables of specific interest to this study. Comparison of group differences in gender, pruritus, marital status, family history, and clinical severity groups were performed by unpaired independent student\'s *t*-test. When the comparison included more than two variables as among various addictions and employment, analysis of variance (and Scheffe\'s post hoc test as appropriate) was performed. The relationship between disease variables (age at onset, disease duration, clinical severity scores) was examined using Pearson\'s correlation coefficients.

Results {#sec1-3}
=======

The study group consisted of 50 consecutive consenting patients with psoriasis attending the OPD of dermatology department of a tertiary health care center. The characteristics of the respondents are given in the [Table 1](#T1){ref-type="table"}. Twelve percent of the patients attributed the exacerbation of disease due to stressful life events. There was no significant difference in clinical severity or total PDI score between the two genders. However, men were significantly affected at the workplace than women. The mean score of PASI in our cases was 11.76 (out of the maximum possible score of 72) and mean score of PDI was 9.38 (out of the maximum possible score of 48). There was no significant difference in clinical severity or physical disability between the two groups based on the patients present age. However, we observed a negative correlation of age of onset with PDI (*r* =-0.29, *P*=0.03). Thus, patients with earlier age of onset of psoriasis were associated with worse physical disability scores than those with late onset of psoriasis. Disease duration had no significant impact on the mean PASI or PDI. Those patients with stress as a precipitating factor showed worse physical disability scores. Pruritus, family history of psoriasis, marital status, current employment status, and addictions bore no significant impact on clinical severity or disability. PDI scores were not significantly different among the different subtypes of psoriasis. Using Pearson\'s correlation coefficient we observed significant correlation of the PASI score with the total PDI and all its subdivisions \[[Table 2](#T2){ref-type="table"}\]. The percentage of patients ticking each response and the overall pattern of response in the PDI is given in Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}, respectively.
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Characteristics of respondents
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Pearson\'s correlation coefficient to evaluate the relation between PASI scores and PDI scores (total and subdivisions)
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![The response of patients to the psoriasis disability index questionnaire](IJD-56-689-g003){#F1}

![The percentage patients ticking each response in the psoriasis disability index questionnaire](IJD-56-689-g004){#F2}

Discussion {#sec1-4}
==========

Psoriasis represents a life long burden for the affected patients. There is a general consensus among research studies that objective clinical severity alone is insufficient as an assessment of the burden of disease. It is the inner world of the patient that clinicians need to assess. One study reported that only 39% of patients who had psoriasis with clinically relevant distress were identified correctly by dermatologists.\[[@ref5]\] And when physicians did identify patients as clinically distressed (anxiety or depression), further action to address such difficulties through referral to appropriate specialists was taken in only one-third of cases despite the potential effects of distress on adherence to treatment and the effectiveness of treatment.\[[@ref6][@ref7]\] Therefore, QoL measures are being assigned increasing importance in the evaluation of health care outcomes.\[[@ref8]\] Indian clinicians and researchers have recently started to give importance to this aspect of psoriasis. Our study will be discussed to give a better perspective of what disability psoriasis patients experience both physically and psychosocially.

In our study, a younger age onset was associated with greater physical disability. Fortune *et al*,\[[@ref9]\] found that patients with earlier age of onset had higher scores of PASI and PDI. Ginsburg,\[[@ref10]\] in her study of stigmatization found that being older at onset of psoriasis protects people against anticipating rejection, feeling sensitive to opinion of others, feeling of guilt and shame, and secretiveness. Our study is in concordance with this finding. In our study, males were more significantly affected at workplace than females. Gupta and Gupta\[[@ref11]\] also showed that men report more occupational impairment but Koo *et al*,\[[@ref12]\] found that women reported more severe disease than man. Surprisingly the duration on of the disease had no significant impact on the mean PASI or mean PDI scores. Similar findings had been reported by Fortune *et al*.\[[@ref7]\] This suggests that the range of impact of psoriasis is not simply reducible to the chronicity of the disease.

Some of the most persuasive indications of a link between stress and psoriasis come from patients themselves, with studies illustrating that 37% to 88% patients\[[@ref13]--[@ref19]\] believe that stress or psychological distress is a factor influencing their condition. In recent years, the conceptualization of stress in the context of psoriasis has developed to include not only significant life events\[[@ref20]\] but also chronic, recurrent, low-grade stresses, or daily hassles that occur largely as a result of living with a chronic disfiguring disease.\[[@ref21]\] Self-reported psoriasis "stress reactors" were more likely to be female and to have a family history of psoriasis, greater disease severity, higher levels of psoriasis-related stress, and greater impairment in psoriasis-related quality of life.\[[@ref19][@ref22]\] The question as to how stress modulates the physiologic homeostasis is complex and is likely to involve interactions between many cardiovascular, endocrine, and immunologic parameters.\[[@ref9]\] Hypocortisolism may be an important feature of stress-responsive psoriasis.\[[@ref23]--[@ref25]\] Thus the "brain-skin axis" is a relatively new concept connecting stress and psoriasis. An interesting study by Schmidt-Ott and colleagues\[[@ref24]\] suggest that stress induces changes in the number of cytotoxic T lymphocytes, and this may be associated with exacerbation of psoriasis.

Many of our patients did not find pruritus a bothersome symptom so as to affect the quality of life indices, which is unexpected. Higgins *et al*,\[[@ref26]\] found that smoking and alcohol have an affect on psoriasis. Increased alcohol consumption is recognized as a stress response and there has been much debate as to whether increased alcohol consumption is a case or a consequence of psoriasis. However, our study did not observe any correlation between additions and quality of life index.

We observed a highly significant correlation between the clinical severity (PASI) with the total PDI scores and all its subdivisions \[[Table 1](#T1){ref-type="table"}\]. Our findings are in concordance with other investigators like Finlay *et al*\[[@ref27]\] and Aschroft *et al*.\[[@ref28]\] Feldman\[[@ref29]\] has argued that for clinical trial criteria there should be at least 10% BSA involvement and a PASI of \>11. Thus to further examine whether this cut off point for PASI (PASI=11) could also serve to delineate a subgroup of people with more or less physical disability we divided our patients into two groups based on the clinical severity Group I PASI\<11 (*n*=34), Group II PASI \>11 (*n*=16). We found that the total PDI was statistically different in the two groups and among all the PDI subdivisions except leisure and treatment related scores \[[Table 3](#T3){ref-type="table"}\]. The response pattern in our patients shows how the financial and treatment related problems adversely affect the quality of life in our patient who are mostly of lower socioeconomic group \[[Figure 2](#F2){ref-type="fig"}\]. In response to what extent has psoriasis or treatment made their home messy or untidy none answered very much and only four percent said a lot. The reason for this could be that topical treatments in the form of coal tar is much better tolerated psychologically in our patients since indigenous practices such as oil massage are considered as healthy and beneficial in this region.

###### 

Difference in the mean score of the total PDI between two clinical severity groups; Group1: PASI\<11, Group 2 PASI\>11
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The next decade will reveal findings from studies currently being undertaken by research teams worldwide regarding the use of brain imaging in the context of acute stress in psoriasis, the role of early adversity as a risk factor in chronicity, in-depth examinations of the interplay between stress and the Hypothalamic-Pituitary-Adrenal axis system and interventions targeting specific psychologic processes and outcomes.\[[@ref9]\] For the present the approaches to management of psychosocial issues include anxiolytics, cognitive behavior therapy,\[[@ref9]\] mindfulness meditation-based stress reduction, individual and group psychotherapy, music therapy, hypnosis, and psoriasis support groups.\[[@ref30]\] A new approach is the "patient-centered care," which refers to the health care that is closely congruent with, and responsive to the patients wants, needs, and preferences.\[[@ref31]\] Examples of patient-centered care for the treatment of psoriasis include engaging in two-way communication, being an empathic listener and providing reasonable expectations for treatment and outcomes. One should also involve the patient in decision-making, communicate care by touching lesions, be aware of psychological distress in the patient and avoid transferring feelings of inadequacy regarding treatment. Thus, one should communicate information that is understandable, useful, and helpful to motivate the patient.

Conclusion {#sec1-5}
==========

Overall, there was significant correlation between the physician rated severity of psoriasis and the extent of impact of psoriasis on physical disability as measured by the PDI. Even though western studies show disparity between clinical severity and quality of life, our study demonstrates that patients with a greater severity of the disease suffer greater disability, both physically and mentally, which results in a considerable handicap. We have identified that a younger age at onset of disease and self-reported stress exacerbators suffer greater disability in most aspects of quality of life. On the basis of this study, we would recommend that psoriasis patients, especially those with severe disease require a more holistic treatment approach that encompasses both medical and psychological measures.
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